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Patients with organic brain disease often present with psy-
chiatric symptoms that closely mimic functional mental illness.
This has major implications in Third-World countries where
the psychiatric effects of physical disease are particularly
widespread. Developing countries lack the advanced radio-
logical investigations and other diagnostic facilities that may
help to differentiate between functional and physical com-
plaints. The association between electro-encephalographic
(EEG) abnormalities and organic brain disease is well esta-
blished; the benefit and importance of the EEG in Third-
World psychiatry is described.
S Afr Med J 1991; 79: 599-602.
Since antiquity, physicians have recognised the relationship
between organic brain disease and psychiatric symptomato-
10gy.l,2 Patients with cerebral disease often present to a psy-
chiatrist rather than a neurologist3 because of an array of
clinical phenomena (Table 1).1,2,4-11 These organic states closely
mimic functional psychiatric illness and often prove indis-
tinguishable despite Schneiderian classification, clinical or
Present State examination.2,5,9,II-l6 In many cases.the degree of
mood and thought disorder is sufficient to overshadow the
organic manifestations and lead to a symptomatic diagnosis of
psychotic or depressive illness.3,5 Slater7 summarised this close
correlation between organic and functional presentation by
stating that: 'The clinical similarity was such that one would
have no excuse for not diagnosing these patients as
schizophrenic. '
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This overlap of symptomatology and clinical presentation
has major implications in Third-World countries where the
mental effects of physical disease are particularly wide-
spread. 17,18 These organic brain syndromes often arise from
treatable causes l8 and ma~ occur in clear consciousness without
overt physical signs. 3, 0,19,20 This was demonstrated by
Dommisse19 when he showed that 13,5% of patients who died
in South African mental institutions had intercranial masses
and estimated that 50% of hospital admissions for mental
confusion were due to organic disease. The cerebral lesions
that present as functional psychiatric illness are set out in
Table II.7,IO,17,18,21-24 It is essential for psychiatrists practising
in developing countries to include medical illness in their
differential diagnosis and exclude the possibility of cerebral
disease in patients presenting with psychiatric symptoms.3,IO,19,20















Third-World clinicians face a major diagnostic dilemma
when patients have oven psychiatric symptomatology but no
evidence of underlying physical illness. They are called upon
to differentiate between organic brain syndromes and psychia-
tric disorders without the aid of advanced radiological equip-
ment. 17,18 However, the association between electro-encephalo-
graphic (EEG) abnormalities and organic brain disease has.
been well established.21,25,26 EEG recordings can detect a wide
variety of pathological conditions (Table III).21,26,27
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Although the validity of EEG in modem psychiatric practice
has been strongly criticised as being of limited clinical, diag-
nostic or prognostic value/,16,28-30 this study demonstrates the
benefit and importance of the EEG in developing countries
and its role in Third-World psychiatry.
Patients and methods
A retrospective, analytic study was undertaken by the Depart-
ment of Psychiatry, Hillbrow Hospital, Johannesburg. All
departmental referrals for EEG during a I-year period
(1986/1987) were analysed in an attempt to establish'their
value and benefit to patient care. The inclusion criteria were
direct referral by the Department of Psychiatry, overt psychia-
tric symptomatology and an absence of clinical neurological
fmdings.
The EEG recordings were all undertaken in the same
environment using a Beckman Accutrace lOOA with 22 leads
placed in a 20/20 pattern. Each recording lasted 45 minutes
and included exposure to photic stimuli and hyperventilation.
The EEG results were then assessed by consultant staff from
the Department of Neurology, University of the Witwatersrand.
Demographic data on age, sex, racial group, educational
level, psychiatric history, duration of inpatient treatment, out-
patient status and anti-epileptic therapy were also carefully
collected and collated.
Results
The study group consisted of 145 patients, who met the
inclusion criteria, and the ratio of inpatients to outpatients was
3,54: 1 (Table IV). A comparison of demographic data is
illustrated by Fig. 1.
Nearly half the study population (49%) were shown to have
clearly demonstrable abnormalities on EEG, which could not
be linked to either demographic or methodological discrepancies
(Fig. 1). This subgroup contained 71 patients, 35 (50%) of
whom exhibited definite epileptiform activity on investigation.
In 48 patients (67,6%) localised EEG dysfunction was demon-
strated, with 48% of abnormalities (23) being found in the
temporal lobe areas.
All patients included in the study had been provisionally
diagnosed as suffering from a functional psychiatric illness and
referred to the Department of Psychiatry for ongoing treatment
after discharge from acute medical care. In addition to a
clinical examination, the patients with abnormal recordings
.had also undergone formal psychiatric assessment before EEG
investigation but in only 29% of caSes had a query about
possible organic aetiology arisen (Fig. 2). A further 20,4% of
the abnormal EEG subgroup had some doubt expressed about
the validity of their psychiatric diagnosis in that they were
described as having atypical psychoses or that their condition







Fig. 2. Provisional psychiatric diagnosis before EEG investi-
gation.
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It is important for physicians, especially in areas where there
is a high incidence of organic brain disease, to appreciate that
psychiarric symptoms may be the earliest signs of intracranial
lesions.3,29 Awareness of organic brain disease is essential in
the diagnosis and treatment of psychiatric illness, since abnorma-
lities of brain structUre are not infrequent in psychiatric
patients and should be excluded before prolonged psychiatric
scrutiny beginS.26,31 This study confirmed the need for increased
vigilance before diagnosing functional psychiatric illness,
especially in developing countries. Nearly half the patients
subjected to EEG after referral to psychiatric services showed
overt abnormalities. Although the study contains a bias in that
only those patients submitted; for EEG were investigat~d, it
still demonstrates the high incidence of underlying organic
brain disease not detected by either clinical and .psychiatric
examination. All patients with abnormal EEG recordings had
received a provisional psychiatric diagnosis at a primary referral
level, with over 70% of these fmdings later confirmed by
trained psychiatric staff. In only 29% of these patients was an
organic aetiology queried after formal psychiatric assessment.
Even with the addition of the 20,4% of cases with uncertain
diagnoses (Fig. 2), these figures demonstrate a lack of awareness
and poor detection of patients with possible underlying organic
brain disease by all the physicians involved.
This trend is of particular concern, since even this poor
level of detection exceeds results achieved in similar studies by
nearly 10%.12 It is therefore essential for psychiatrists in
This dearth of mental health services further highlights the
need to exclude organic brain disease and channel physically
ill patients through the appropriate services. This would reduce
the already excessive patient load and free available psychiatric
services for improved care of functionally ill patients. Recent
advances in EEG technology may ultimately change the whole
perspective of its use in psychiatry, especially irI conjunction
with increasing evidence regarding the effIcacy of anticonvul-
sant drugs irI atypical functional illnesS.3,IS,37
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Conclusion
The prevalence of organic brain disease masquerading as
functional psychiatric illness in developing countries poses a
major di~ostic dilemma for Third-World psychiatrists. They
are freqtiently called upon to differentiate functional from
physical complaints largely without the aid of advanced radio-
logical investigations or adequate facilities. The limited availa-
bility of CT has therefore led to the use of alternative methods
for detecting underlying organic cerebral disease before patients
are subjected to prolonged psychiatric scrutiny. Although less
reliable than CT, EEG is more readily available, cheaper,
easier to use and more cpnvenient, and it has a defInite role to
play irI differentiating between medical and functional illness.
This study has served to highlight the effIcacy of EEG and its
potential benefIts to psychiatric practice in developing countries.
It is to be hoped that the acceptability of EEG will increase
with recent advances in its technology and in anti-epileptic
pharmacotherapy, as well as in further research into the
advantages, effIcacy, intervention and outcome of EEG in
psychiatry.
The role of EEG in Third-World psychiatry can be sum-
marised in a quote from Emsley et al.,24 who stated: 'Patients
with cerebral lesions presenting initially with psychiatric mani-
festations may have profound alterations to their management
and outcome if these lesions are demonstrated.'
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developing countries to raise their threshold of SUSpICIOn
before excluding underlying organic disease and to develop
economically viable and practical methods for detecting covert
physical disease. Computed tomography (CT) is widely
accepted as beirIg more reliable in detectirIg intracranial
pathology than either EEG or neurological examination.29
Unfortunately, the availability of CT irI Third-World countries
is limited by the prohibitive costs of equipment and mainte-
nance, as well as the lack of expertise and trainirIg.32 Due to
the lack of radiological equipment, alternative investigations
are needed to aid the physician in excluding the possibility of
organic disease masquerading as a functional psychiatric illness.
While less reliable than CT, the value of the EEG in
detecting cerebral pathology is well established/1,2s-27 and
studies have shown that lesions detected on CT also had other
clinical evidence, including abnormalities on EEG.29 EEG has
the advantage of beirIg more convenient and easily available,
cheaper and less difficult to operate or maintain.3,20,26 The
recordings can detect a wide variety of pathological conditions
(Table III).21,26,27 EEG may even detect disturbance of brain
function before gross structural change is evident on CT and
provide the fIrst suggestion that a f:uzzling clinical picture
may be the result of an organic lesion. 2,21,26
The greater availability and easier access to EEG in develop-
ing countries remains unhelpful unless it can be demonstrated
that the detection of cerebral disturbance replicates similar
EEG fIndings in other countries and approximates that of CT.
The reliability of EEG as a suitable method for excluding
underlying cerebral pathology in Third-World countries was
confIrmed by this study, which obtairIed results comparable
with applicable international studies. The presence of EEG
abnormalities in 49% of the study group compares favourably
with Van Sweden and De Breuker's20 fmdings of a 42,5%
incidence of EEG dysfunction in general hospital psychiatry
referrals. These fIgures approximate CT, which has detected
abnonnalities in 46 - 57% of psychiatric referrals (Table
V).12,24,31 The differentiation between organic and functional
conditions by radiography, EEG and clinical assessment is
especially important in developing countries where the availa-
bility of psychiatric services is limited and often characterised
by severely overcrowded facilities. There are inadequate
numbers of professional staff and the patient: psychiatrist ratio
often exceeds 126000: 1.18,33-36
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Anti-inflammatory and combined anti-
inflammatory/analgesic medication in the early
management of iliotibial band friction syndrome
A clinical trial
M. P. SCHWELLNUS, L. THEUNISSEN, 1. D. NOAKES, s. G. REINACH
Summary
Forty-three athletes presenting with unilateral iliotibial band
friction syndrome (ITBFS) were randomly divided into three
groups for the first 7 days of treatment (placebo-controlled,
double-blind): 1 - placebo (N = 13); 2 - anti-inflammatory
medication (N = 14) (Voharen; Geigy); and 3 - analgesicl
anti-inflammatory combined medication (N =. 16) (Myprodol;
Rio Ethicals). All subjects rested from day 0 to day 7 and all
groups received the same physiotherapy outpatient treatment
programme from day 3 to day 7. On days 0, 3 and 7 the
subjects performed a functional treadmill running test (maxi-
mum 30 minutes) during which they reported pain (scale
0-10; 0 = no pain, 10 = unbearable pain) each minute. Total
running distance, total running time and the area under the
pain v. time curve was calculated. Daily 24-hour recall pain
scores were also recorded. The 24-hour recall pain scores
deCreased significantly for all the groups over the treatment
period. This method of assessing efficacy of treatment there-
fore failed to show differences between groups. In contrast,
during the running test only group 3 improved their total
running time and distance from day 0 to day 7, whereas in all
the groups the area under the pain v. time curve decreased
from day 0 to day 7. All the other groups improved total
running time and running distance from day 3 to day 7. All
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three treatment modalities are effective in the early. treatment
of ITBFS but physiotherapy in combination with analgesicl
anti-inflammatory medication is superior. A functional running
test, which is more sensitive than conventional pain-recall·
methods in assessing efficacy of treatment in this type of
clinical trial, is described.
S Atr Med J 1991; 79: 602-606.
Iliotibial band friction syndrome (ITBFS) is a well-described
overuse injury of the knee. l - s It is commonly seen in distance
runners (4 - 7% of lower extremi~ injuries):'s but has also
been described in military recruits, ,9 weight lifters,4 downhill
skiers4 and athletes engaged in circuit training. 4 The anatomy
of the iliotibial tract,IO and the clinical presentation of ITBFS
have been well described. l - s.lI .
The postulated mechanism of injury in ITBFS is repetitive
friction of the iliotibial band as it moves over the prominent
lateral femoral epicondyle during flexionlextension movements
of the knee.4,6 This frictional movement may be exacer!Jated
by factors such as training errors,6 genu varus,7 cavus foot, II
leg length discrepancy,7 road camber7 and hard running shoes.7
The pathology of ITBFS is inflammation under, the iliotibial
tract over the lateral epicondyle. This has been confIrmed by
macro- and microscopic fmdings. 4,6
The management of ITBFS is based on correction of the
underlying factors that exacerbate the injury, decreasing acti-
vity, stretching the iliotibial band,S treatment of the inflamma-
tion and a gradual return to activity. In a small group of
patients surgery is indicated.2
The inflammatory process can be treated with rest, ice, oral
anti-inflammatory medication, physiotherapy or local steroid
injection.3,6,s,II:12 It is important to treat the inflammation to
reduce the risk of permanent damage with scarring.2
